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C HAPTER 1

Roles and Responsibilities of
the Medical Staff, Management,
and Board

Many times physicians find themselves in leadership positions without
the training needed to understand and carry out the responsibilities of
the position. All too often, the medical executive committee (MEC) is
comprised of a group of physicians who, though willing to contribute
to the committee’s goals, lack the knowledge and skill necessary to

do so most effectively. Leadership training is not part of most medical

school curricula or residency training.

In this chapter, we will address the roles and responsibilities of the

medical staff, management, and the board. Think about these roles
within the context of “good fences make good neighbors.” A hospi-
tal cannot run effectively unless leaders understand and respect the

roles each of these groups play.

Quality and Safety

The answer to the question, “Who is responsible for the quality

and safety of care at the hospital?” can vary depending on who you
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CHAPTER 1

ask. Some might say that physicians hold this responsibility. Physi-
cians care for patients, write the orders, determine courses of care,
and are often the ones sued if anything goes wrong. Another person
may answer that the entire medical staff is responsible for quality of
care and still another might assert that the hospital management is
responsible. The trouble is that if everyone is responsible, it is diffi-

cult to hold someone accountable. The buck has to stop somewhere.

At the hospital, the buck stops with the governing board. However,
that doesn’t mean physicians and hospital management are off the
hook. Anyone who interacts with the patient or touches anything
that ultimately touches the patient is responsible for his or her

role in patient care. Every individual is responsible for his or her
own actions. But, at the end of the day, ultimate responsibility for

quality of care rests with the board.

The governing board’s responsibility for quality of care is tied to
the concept of corporate negligence. The theory behind corporate
negligence is that if a person or organization violates an assigned
duty and that violation results in injury or harm, the person or
organization is liable for that harm. When corporate negligence
cases were first brought to the courts, the subjects of such cases
were typically railroad and steel companies. Hospitals were off
limits because they were seen as charitable organizations and
therefore could not be sued under the principle of charitable immu-
nity. That all changed in 1965 in a legal case in Illinois known as

Darling vs. Charleston Memorial Hospital. In that case, a young
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ROLES AND RESPONSIBILITIES OF THE MEDICAL STAFF

man came to the emergency room with a broken leg. The physi-
cian who set the leg did not have a lot of experience doing so.

The young man was eventually admitted to the hospital suffering
from gangrene and ultimately lost his foot to an amputation. His
family sued the physician and the hospital. One of the charges
against the hospital was that it granted the physician privileges for
a procedure for which he was not competent to perform. The court
found in the patient’s favor. This was the first time that corporate

negligence was applied to hospitals.

There have since been many court decisions that make clear that
the governing board is responsible for the quality of care in the
hospital. Does this precedent mean that if a physician removes a
patient’s right foot instead of the left that the board is responsible?
If a dangerous dose of medication is administered because the
physician misplaced the decimal point, is the board responsible for
the resulting harm? The answer to both these questions is “yes.”
With that said, the physician has a duty to perform his or her
duties well. The medical staff has a duty to conduct credentialing,
privileging, and peer review. But all these responsibilities roll up
to the governing board, which begs the question, “What does the
board know about quality and safety of medical care?” The most
common answer is not a lot. That’s a problem and that’s where the

organized medical staff comes into play.

Quality standards adopted by the American College of Surgeons in

the early 1900s established that hospitals must have an organized
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CHAPTER 1

medical staff with healthcare expertise and that is responsible

for quality of medical care. Since the inception of the organized
medical staff, governing boards have delegated responsibilities for
monitoring and improving the quality of care to the medical staff
and to management. This delegation of responsibilities complicates
matters as many medical staffs and management struggle to deter-

mine who was responsible for what.

Board Responsibilities

Distilled down to the basics, the board’s primary responsibilities
are to preserve and enhance the financial assets of the organization
and to achieve high-quality care for patients. The board is
challenged to balance “dollars” and quality—not one at the
expense of the other. Many times physicians assert, “Quality
trumps cost.” Management then pushes back and says, “No money,
no mission.” The truth is that they’re both right. At a time when
the cost for care often exceeds the reimbursement for that care,

the organization must balance quality of patient care with the

cost-effectiveness of care.

Boards also establish the organization’s mission, vision, values,
and the strategic plan. The board also adopts financial targets
and quality targets. Developing a budget and financial targets is
the easier task of the two. While generally accepted accounting
principles are well established, the board has few guidelines to

follow when developing quality targets. The board also has the
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ROLES AND RESPONSIBILITIES OF THE MEDICAL STAFF

authority to grant medical staff membership and privileges. The
medical staff makes recommendations concerning membership and
privileges to the board, but it is the governing board that makes the

final decision.

Boards are the ultimate conflict-resolving entity in the organization.
When a conflict percolates up to the board, it owns the discussion
and ultimate decision whether the issue is related to peer review,

a turf battle, or physician-hospital conflict that can’t be resolved.
Keep in mind that the board carries out many of its responsibilities
by delegating tasks and ensuring accountability. For example, the
board delegates to management the responsibility to achieve finan-
cial targets and holding management accountable through periodic
reviews of financial reports. Similarly, the board delegates responsi-
bility for physician performance to the medical staff and holds the

medical staff accountable for carrying out those responsibilities.

The board is also responsible for compliance legal and regulatory

requirements and for ensuring patient, worker, and visitor safety.

That’s a lot of responsibility, which is why it is important to
acknowledge the difference between management and governance.
Governance is a 30,000-foot view of responsibility. As noted
earlier, boards are the ultimate conflict-resolving entity. They must
rely on others within the organization. For example, the board
must recruit and hire an effective CEO, set clear performance

expectations for him or her to meet, and continually measure his

MEDICAL EXECUTIVE COMMITTEE ESSENTIALS HANDBOOK  © 2012 HCPro, Inc. 5



CHAPTER 1

or her performance and provide feedback. The board must also
ensure that the CEO has adequate resources to fulfill his or her

responsibilities.

Organizational chart

To understand the MEC’s role, you must first understand the
relationship among other groups on the organizational chart

(see Figure 1.1). The governing board hires the CEO, who hires
the vice presidents, who then hire the directors, etc. The board
delegates these hiring decisions to the CEO, who then delegates
to the management team. The board holds the management team

accountable by holding the CEO accountable.

By drilling down on the organizational chart a bit more, it becomes
clear that the MEC makes recommendations to the governing
board regarding credentialing and privileging decisions. The
general medical staff reserves the power to amend bylaws and elect

officers. The medical staff can also report/recommend directly to

Houre L1 ORGANIZATIONAL CHART
Governing
board
|
' |
CEO Medical e?(ecutive
committee
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ROLES AND RESPONSIBILITIES OF THE MEDICAL STAFF

the board if it determines the need to override the MEC, but such

events should be few and far between.

The organizational chart described here is the most common at
hospitals today. However, there is another organizational chart
that’s alive and kicking. This “three-legged stool” approach arises
when the medical staff throws up a red flag and says, “We are not
subservient to the board. We should be an equal partner, an equal
voice to management to the board and in some cases stand over
and against the board and management.” In some ways, the three-

legged stool model is an advocacy model (see Figure 1.2).

When the medical staff is advocating for patient care quality, it

is carrying out its board-delegated responsibility for quality of
care for which it is held accountable. But when the medical staff

is advocating for physicians, it is following the three-legged stool
model. In this case, the medical staff wants to be seen and engaged
as a partner with management and the board to accomplish

physician success, hospital success, and good-quality patient care.

Figure 1.2 THREE LEGGED STOOL

Board

CEO Medical staff
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The three-legged stool approach is a way of ensuring that the organi-

zation is not overvaluing one of those at the expense of any others.

The take-home message is that the organization is structured to

hold physicians accountable to the board in a hierarchical relation-
ship and, at the same time, to encourage physicians to partner with
the board and hospital to achieve shared objectives. Keep these two
organizational charts in mind and understand that both models are

often at play.

Medical Staff Responsibilities

The board delegates to the medical staff the responsibility for
monitoring and improving the quality of care that is primarily
dependent on the performance of individuals granted privileges.
For example, a patient comes to the emergency room complaining
of abdominal pain. The surgeon diagnoses cholecystitis, performs
good preop stabilization, takes the patient to the operating room,
demonstrates strong technique, provides good postop care, and
achieves a great clinical outcome. The medical staff owns the
surgeon’s actions that resulted in the good clinical outcome.
However, the clinical outcome is also dependent on the competence
of nurses, lab techs, etc. The medical staff does not “own” these

other parts of the process.
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To monitor and improve quality of care, the medical staff has
organized itself into a self-governed structure. The model of
self-governance presents challenges as healthcare becomes more
and more complicated. Balancing costs, physician-hospital com-
petition, financial dependence/referral relationships, and patient
safety challenges make self-governance difficult. Again, the medical
staff is assigned responsibility for the quality of care delivered

by the medical staff, which means that physicians are mutually

accountable to each other.

Management Responsibilities

Management is also responsible for meeting board-approved
quality and financial performance targets and for ensuring
compliance with regulatory requirements. Management must also
ensure that the organization has adequate staff and facilities to

meet these targets.

Management also provides resources to the board and the medical
staff to help these groups fulfill their responsibilities. For example,
the medical staff services department aids the medical staff by
providing credentialing and regulatory expertise, and the quality
management department partners with the medical staff to ensure

effective peer review.
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Physician executives or medical directors, vice presidents of medi-
cal affairs (VPMA), or chief medical officers (CMO) may also
guide the medical staff. These physician executives fall under the
CEO on the organizational chart. They are hired by, are compen-
sated by, and are accountable to the CEO. The physician executives
are not directly accountable to the medical staff, and the medical
staff is not directly accountable to them. However, they are often

a resource for and have influence on the medical staff.

Understanding Influence

10

What happens if a medical staff doesn’t fulfill its responsibilities?
Often, the CEO, VPMA, or CMO get pulled into the space
between the board and the MEC to intervene. However, doing so
usurps the role of the medical staff. Medical staffs must remember
that if it fails to self-govern, to hold one another mutually account-
able through effective quality, patient safety, peer review, and
credentialing policies, the power will be taken out of its hands.

The board has the authority to make that decision.

We return again to the idea of good fences making good neighbors.
The medical staff owns physician performance issues. Physicians
care about everything that happens to the patient—from admitting
the patient, to treating the patient, to delivering meals. All these
things fall within the physician’s sphere of influence. Unfortunately,

not all these things fall within the physician’s sphere of control.
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But things that fall into the medial staff’s sphere of influence are
critical to hospital operations. The medical staff can influence
important decisions, such as staffing and strategic planning. In line
with Joint Commission standards, the department chair has input
into staffing within his or her department. The medical staff can
also have an influence over the hospital’s strategic planning, which
is owned by the board. Further, the physician can influence the
other practitioner’s actions. For example, the physician can educate
the nurse about the patient’s condition and share the treatment plan
with the nurse. The physician can also make clear that he or she

is worried about the patient’s condition and encourage the nurse

to call should the patient’s condition change overnight. Doing so

expands the physician’s sphere of influence.

As illustrated in Figure 1.3, the medical staff has a sphere of
control, a sphere of influence, and a sphere of interest. As you
can see, the sphere of control is much smaller than the sphere of
influence and sphere of interest. The organized medical staff has
an interest in everything that goes on at the hospital. The medi-
cal staff is interested in patient care, the hospital’s reputation and
financial standing, the physician plant, and the competence of all
staff. But, again, the medical staff’s sphere of control is limited to
those tasks delegated to them by the board—the quality of care
primarily dependent upon performance of individuals granted

privileges.
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Figure 1.3 SPHERE OF CONTROL, INFLUENCE, INTEREST

Sphere of

interest

Sphere of
influence

Sphere
of control

When keeping in mind these three spheres, it’s important to recog-
nize that the better the medical staff addresses the issues within its
sphere of control, the better it can address things that fall within
the spheres of influence and interest and expand the medical staff’s
ability to help the hospital and fellow physicians achieve mutual

goals.
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